describing the echocardiographic evaluation of septal myectomy in patients with idiopathic hypertrophic subaortic stenosis, several statements and conclusions are completely unsupported by the data presented. It is stated that the end-diastolic interventricular septal thickness decreased postoperatively at the mid-ventricular level in 14 out of 16 patients and at the subaortic level in all 16; in fact, their table 1 shows that at the subaortic level, of the 16 patients, three had no change in septal thickness, three had 3 mm or less change (a very questionable change echocardiographically) and one had no preoperative measurement made. At the mid-ventricular level, one had no change, two had equivocal changes and one again had no initial measurement. It is also stated that septal/posterior wall ratio decreased, that systolic anterior motion decreased, and that mitral EF slope increased. In fact, although statistical significance was reached for the group, the ratio was unchanged in six patients, systolic anterior motion remained the same or increased in five patients, and EF slope remained the same or decreased in three patients. The two-dimensional results were interesting, but available for only six patients.
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The authors point out that previous studies have not demonstrated consistent septal thinning or other echocardiographic changes postoperatively and that their study adds new information on postoperative anatomy, when in fact, results appear not at all more definitive.
In the same issue appears the paper by Voelkel et al. (Circulation 58: 871, 1978) concerning the echocardiographic features of constrictive pericarditis. They state that 11 of their 12 patients had this diagnosis established by catheterization. However, their table I shows that three patients had pulmonary capillary wedge pressures within normal limits. Although right atrial and right ventricular end-diastolic pressures were slightly increased in these patients, it is difficult to consider them as characteristic of hemodynamically significant constriction. Perhaps these might be categorized in the recently described entity of occult constrictive disease, but some comment on these data would be appropriate. One patient (WB) also appears to have had a normal wedge pressure equal to right heart pressures, but with a considerably higher left ventricular enddiastolic pressure without explanation of these discrepancies. Therefore, it would be more appropriate on the basis of these patients to attribute the echocardiographic changes to the presence of pericardial disease rather than to what is generally considered to be constriction. Furthermore, the presence of left ventricular posterior wall "flatness" in constrictive pericarditis is a wellrecognized finding. It would be more interesting to compare this not to "normals" (undefined in this study), but to patients with other cardiac disease, particularly restrictive cardiomyopathies, since very few echocardiographic studies of the latter have been reported and the presence or absence of this particular echocardiographic finding has not been mentioned in these studies.
In these times of such voluminous medical literature, most readers can not review each reported study in detail. It should, therefore, be the responsibility and obligation of authors to present and describe their data accurately and clearly, and of journal reviewers, particularly for a journal with the status of Circulation, to be certain that they do so. SAMUEL J. SHUBROOKS, JR., M.D., F.A.C.C. Cardiology Section, N.E. Deaconess Hospital Harvard Medical School Boston, Massachusetts
The authors reply: To the Editor:
We would like to thank Drs. Sanderson and Adesanya for their critical commentary regarding our paper on constrictive pericarditis. We agree with their logic and, in fact, attempted to make measurements similar to their filling index in our patients. Unfortunately, in our series, the prevalence of abnormal septal motion made some of our end-systolic dimensions atypical; additionally, in several patients, we could not image simultaneously the left side of the septum and left ventricular posterior wall endocardium. To es-
